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This paper was read, in a slightly 
shorter version, at the 1974 Clinical and 
Scientific Meeting of the Association of 
Surgeons and Physicians of Malta. 
The purpQse Qf this study is to' survey 
the incidence and fea;tures Qf suicide in 
the Maltese Island, with special reference 
to' the sQcial, psychiatric and fQrensic 
aspects. The study CQvers the periQd 
between 1955 and 1972. 
This is a preliminary repQrt. The prQ-
cessing Qf the cQllected data has 'as yet 
nQt been finalised. Certain SQcial factQrs 
will need mQre detailed analysis. HQw-
ever, it was cO'nsidered useful that the 
cQmm:.micatiO'n O'f SQme Qf the results be 
made even at this stage. 
Method 
Cases included in this study fall intO' 
Qne of the fQNQwing three grQups: 
GrQup 1. - Where the Magistrate's 
verdict was that Qf suicide. 
GrQup 2. - Where the Magistrate's 
verdict was an Qpen Qne, but where suicide 
was highly prQbable. 
GrQup 3. - Where, O'nly in ,8;1 few 
cases, the Magistrate's verdict was Qne Qf 
accidental death, but beca:Ise Qf certain 
ciroumstances as revea,l~d by this study, 
suicide was cO'nsidered prO'baible. 
All these cases were Qriginally 
retrieved frQm: a. cQmprehensive register 
of Magistrate's inquests Qn uncertified 
deaths kept by Qne Qf us. The relative 
Magistrate's 'prQces verbal' was systema-
tic.any examined and data were extracted 
therefrQm. This involved the scrutinY Qf 
all depQsitiQns Qf witnesses at the inquest, 
including general practitiQners, psychia-
trists, PQlice-Qfficers, relatives, friends O'T 
Qther persQns whO' cO'lld furnish any 
relevant infQrmatiQn. The PQst-mO'rtem 
prQtQcQI was a:sQ examined. All the cases 
wen;j checked with reg,alfd to PQssible 
admissiQn to' MQunt Carmel HQspital, in 
whic.h case the hospital recQrds were also 
examined. The infQrmatiQn extracted frQm 
an these dO' ouments was recO'rded in a 
special item-sheet cQnstructed specifically 
fQr the purpQse Qf this survey. 
Incidence 
The tQtCliI number of deaths which 
fulfilled the set criteria, which Qccurred 
between 1955 and 1972, is 171. Of these, 
128 were males and 43 were femaies, 
giving a male/female ratiO' of 2.97 : 1. The 
yearll~ tQt.al distributiO'n is shQwn in Figure 
I. The incidence Qver the periO'd under 
review is quite variable, but O'n the whQle 
there is a sUght upward trend. The 
annual rate expressed as a mean for the 
whQle periQd is 2.9 per 100,000 PQPulatiO'n. 
If the periQd is divided intO' twO' equal 
interv;aJs, the rate fQr the years 1955-63 
is 2.8, and fO'r the years 1964-72 it is 3.1. 
During the whQle periQd, and included in 
the tQta1 number, there were 24 persQns 
nQt of Maltese natiQnality, accQunting fO'r 
14% of the cases. It may prO've wO'rth-
while to' cO'mpare the twO' grQ'lps, but fQr 
the present purpQse, O'nly the methQds by 
which suicide was cQmmittedare cO'nsid-
ered. 
54 
to ANNUAL INCIDENC E 
1955-;''2. 
15 
N'. 
10 
, .. • r 
Fig. 1 
Age distribution 
F~gure II shows the incidence of the 
various age-groups and in both sexes, 
expressed as age-specific rates per 100,000 
'based on PQPulation figures for 1964. 
There is a progressive increase in the age-
specific rate for males with a peak at the 
,age .. group 55-64, followed by a slight 
decline. There is also a peak in the same 
age-group in females, but a second higher 
pea:k occurs at the age of 75 and over. 
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Diurnal variations 
Most suicides occur between 2 a.m. 
and 5 p.m., ,and the lowest incidence is 
observed in the late hours of the evening. 
(Figure Ill). The peak hour 'is between 7 
and 8 a.m. This may correspond with the 
diurnal variation 'in mood, often manifest 
in the 'endogenous' type of depression. It 
was not possible to establish with enough 
certainty the time of death in 21 of the 
cases. 
Seasonal variations 
As can be seen from Figure IV, the 
highest rncidence occurs in May. A smaller 
peak occurs in September. The lowest 
number recorded was in the months of 
August, October and December. 
Marital status 
In Table I are shown the marital 
states of ·all the subjects at the time of 
death. Figures are given as raw-scores and 
as specific rates per 100,000 population for 
each marital state for matles and females. 
For this latter purpose, estimates were 
based on the distribution of the popula-
tion from the. age of 17 upwards. (MaHa 
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Cens.J.s, 1967). It is evident that the 
incidence among widowers is very high. 
Table I 
Status Males Females 
No. Rate per No. Rate per 
100,000 100,000 
Single 47 6.9 13 1.7 
Married 59 6.0 24 2.2 
Widowed 17 24.8 5 2.5 
Separated 3 1 
Not known 2 
~Rate per population over 17) 
Sociaa isolation 0 
section, suicides occurring in hospital 
and s-uicides commi tted by foreigners 
were excluded to prevent a bias with 
regards to certain localities. As can be 
seen, the rate is fairly uniform, excepting 
that for areas of medium-high denSity, 
where the rate is somewhat higher. 
:I 
INCIDENCE BY MONTH 
1955-7'2 
Of the males, 13.3% were [living 
alone prior to their death. The figure for : " 
females is 16.4%. These proportions. 
appear fairly high when only about 3% of ; 
the geneml popuI.a.tion are living 'in single 
person households. (Malta Census, 1967 
- Report on Housing Characteristics). 
Population density 
The relationship exisiting between the 
incidence of suicide and the density of 
population was examined. (Table 2) Follow-
ing population density statistics (Mllilta 
Census, 1967), s]icides were allocated to 
five different density areas, and the rate 
for each area was calculated. In this 
" 
Fig. 4 
Recent stress 
Recent stresses were identifiable in 
45% of the cases under review, ,alnd were 
detectable in 50% of the males, hut only 
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Table 11 
Population density 
Pop. per sq. mile No. of TotaL pop. for Rate per 
suicides each density 100,000 
area 
40,000 and over 18 41,000 2.2 
30,000-40,000 39 77,400 2.8 
10,000-30,000 61 158,000 2.1 
Under 10,000 8 20,200 2.2 
Rural areas 7 17,800 2.2 
in 30.2% of the females. An attempt has 
been made to list and classify the vClirious 
stresses that might have been ,an impor-
tant factor in the provocation of suicide. 
(Table 3) These situations were described 
by persons who were close to the deceased 
at some time immediately preceeding the 
death and to which they ,ascribed an im-
portant role. Under this heading, physical 
illness was taken into account only if the 
subject was overtly distressed by its 
presence. 
Concomitant physical disease 
Moderate to severe physical illness or 
disability was a feature in 39.2% of the 
total numb'er of cases, and both sexes were 
equally afifected. Cardiovascular disease 
was the most common condition. (Table 4) 
Table III 
RECENT STRESS 
, 
Nature of stress 
Threat to life through serious ilness; 
severe pain or incapacity 
Disturbed family relations 
Financial worries 
Bereavement 
Insecurity in work 
Sexual conflicts 
Separations 
Illness in relatives 
Imprisonment 
Unemployment 
Failure in examinations 
Fear of arrest 
Impending eviction 
Enforced loneliness 
Table IV 
MaLes 
15 
13 
11 
4 
5 
4 
3 
3 
2 
1 
1 
1 
1 
1 
FemaLes 
3 
4 
3 
1 
1 
ASSOCIAT,ED PHYSICAL DISORDERS 
System MaLes Females 
Cardiovascular 10 4 
Genito-urinary 5 4 
Respiratory 3 5 
Digestive 8 
Nervous 4 1 
Musculo-skeletal is 
Diabetes 6 2 
Blindness; deafness 6 
Unspecified 3 1 
Total 50 (39.1 %) 17 (39.5%) 
TotaL 
14 
9 
8 
8 
5 
5 
8 
6 
4 
TotaL 
18 
17 
11 
7 
5 
4 
4 
4 
2 
1 
1 
1 
1 
1 
67 (39.2%) 
Previous suicidal attempts 
Previous ,alttempts at seLf-destruction 
were recorded in 21 cases (11 males and 
10 females). Thus 8.6% of the males and 
23.3% of the females had made a previous 
attempt before the last successful act. This 
discrepancy between the two sexes will be 
investigated further. 
Medical care 
A general practitioner or a specialist 
other than a psychiatrist, had been con-
STIlted within the la,st six months previous 
to the death in 32.2% of the cases. A his-
tory of psychiatr~c care of variable dura-
tion within the six months preceeding 
death, was obtainable in 21.1%; ,alnd more 
females (30.2%) than males (17.9%) were 
under such care. Admission to Mount 
Carmel: Hospital 'at sometime, featured in 
the history of 21 cases (12.3%), so that 
9.4% of the males and 20.9% of the 
females in the group had received psychia-
tric trealtment in hospita1. 
Psychiatric illness 
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available, an OpInIOn on the psychiatric 
status of the subject could be formed. The 
information given at the inquest by wit-
nesses who had 'known the deceased weU, 
often contribJted towards estalblishing 
revealing aspects on his mentaJ status. On 
this basis, it was possiible to identify 
important mental symptoms in 77.2% of 
the cases, and this in 74.2% of the males 
and in 86% of the femaJes. Depressive 
states ranged highest by far, with schizo-
phrenia, paranoid psychosis and per-
sonality disorder accounting f'Or alm'Ost 
two-thirds of the remaining cases. (T,aible 5) 
Suicide in institutions 
Suicide was committed by 14 patients 
while receiving treatment in a h'Ospital, 
and Table 6 shows the distributIon. Two 
persons committed suicide while serving a 
sentence in H.M.'s Civil Prison. 
Table V,I 
SUICIDE IN INSTITUTIONS 
The available records were examined HospitaL No. 
7 
3 
2 
2 
with the object of retrieving information St. Luke's 
that would make a psychiatric diagnosis Mt. Carmel 
possilble. This ,approach persented great St. Vincent de Paul 
difficulties, particularly because the Military 
medico-legal protoco} was not in m;any 
Total cases informative enoTIgh, or lacked proper 
orientation in this respect. Whenever Prison 
14 
2 
medicall 'evidence or case-notes were 
Table V 
PSYCHIATlUC DIAGNOSIS 
Males Females Total 
Depression 63 25 88 
Schizophren.;,a 
Paranoid states 11 4 15 
Personality disorder 7 5 12 
Alcoholism 5 1 6 
Arte.riopa'thic Psychosis 3 3 
Epilepsy 3 3 
Senile Dementia 1 1 2 
Drug dependence 1 1 
Kleinefelter Syndrome 
with transsexualism 1 1 
Huntington's Chorea 1 1 
Method of suicide 
The methods of sTIicide are shown in 
Table 7. Important differences ,alfe readily 
discernible regarding the methods adopted 
by the two sexes, as well as when a com-
parison is made between Maltese pers'Ons 
and those of foreign n;Hionality. While 
phYsicall violence is the most common 
method in the Maltese group, seLf-poison-
ing is much more prevalent among the 
for~ign nationals. A striking difference is 
evident in the frequency of the use 'Of 
carbon mon'Oxide gas by the two 
nationality grou,ps. There is evidence of 
changing patterns over the years, and self-
poisoning appears to be gradually becom-
ing more popular among the Maltese 
nationals. This is probably due 'in part to 
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Table VII 
METHOD OF SUICIDE 
Maltese Other nationality 
M. F. 
Jumping from heights 47 11 
H1nging 29 2 
Drowning 10 12 
Shooting 12 
Poisoning - drugs 5 7 
- chemicals 7 
CO gas 1 1 
Cut throat 2 
Burning 1 
the fact that more and more persons are 
receiving medication with ant~depressants 
and tranquillizers. 
Discussion 
It is generally agreed that suicide is 
under-reported. The sum of the definit'e 
suicide rate and the equivocal death rate 
may give ,a: closer approximation to the 
tne incidence of siIicide; this has been 
noted by Barraclough (1973). 
The suicide rate for the Maltese 
Islands (following the criteria mentioned 
above), is among the lowest in Europe. 
Our rate of .2.9 per 100,000 is lower than 
that of Eire (5.4 per 100,000). A few other 
na:tional figures are given for comparison: 
West Berlin 42.8; France 20.6; England 
and Wales 11.9 (W.H.O., 1971). The SUicide 
rate in Malta seems to be increasing 
slightly, in contrast to the progressively 
declining rate in England and Wales. 
The Maltese suicide sex-ratio of three 
males to one female is similar to that of 
other countries, in Europe and, of the 
United States, the usual proportion being 
2 or 3 men for every woman. Sainsbury 
(1955) in London obtained a ratio of 2 : 1. 
'I"he male preponderance is even higher in 
Norway, Finland and Eire. 
I t 'is an undisputed fact that there is 
an increased risk of suicide with advancing 
years. Statistics for Eng,land and Wales 
-oy the Regis,tra['-Genera,l: (1970) show a 
peak incidence in males in the age 75-84, 
and in females in the age 65-74. The rate 
T. M. F. T. TotaL 
58 1 2 3 61 
31 4 2 6 37 
22 1 1 23 
12 12 
12 2 2 4 16 
7 2 2 9 
2 4 3 7 9 
2 1 1 3 
1 1 
in Malta increases sharply at 55, but the 
peak incidence is somewhat different. 
Several factors may explain the associa-
tion between old age and suicide; among 
these are the presence of serious physical 
disease, the severity of the involutional 
and senile depressions, and the ro!e of 
social stresses like poor financial circum-
stances, bereavement a:nd isolation. 
The monthly variation in incidence 
found 'in this study is 'in agreement With 
other investigations. SuiC\ides are com-
moner in late spring and early summer, and 
this pattern applies to most countries with 
a temperate climate. (Dahlgren, 1945, 
Sainsbury 1955). However this pheno-
menon is not so evident, or is absent, in 
tropical and sub-tropical countries (Asuni, 
1962i~. 
According to Durkheim (1951), mar-
riage has a protective linfluence against 
suicide. Sainsbury (1955), however, in his 
London survey, found that the married 
had a higher rate. In our case, single 
males have a slightly incre'ased risk than 
theJir married counterparts. Risk is 
dramatically increased for widowers. 
With females, the different marital states 
do not show much difference in risk; 
widows are definitely not so suiC'ide-prone 
as widowers. 
Social isolation is a difficult factor to 
estimate. With our methods, the only 
pointer that could be assessed satisfactofllly, 
was whether the individual was living 
alone or with others. Admittedly, thisi is 
only one aspect of the problem; and it is 
not always rel<lable, as a person who lives 
alone can have satisfying SOClal contacts. 
However, as our figures show, people who 
live alone have a higher incidence of 
suioide. Is social isolation one of the causes 
of self -destruction? This is a very contro-
versial problem. Hare (1956) has shown 
that isolation is often the result of se1£-
segregation; hence, the same abnormal 
personality traits which lead to isolation 
may also predispose to suicide. 
In Europe, on the whole, suicide is 
commoner in large cities than in the 
E:maller towns and rural areas. This find-
ing has also been corroborated in Hong 
Kong. We have not been able to prove any 
clear corre:ation {;etween population 
density and suicide. Our rural areas have 
practically the same rate as the more 
densely populated urban areas. It may. well 
be tha1t the forces which lead to social 
breakdown in the large industrialized 
towns, do not operate in the Maltese City, 
whkh is a faifiiy stable residentiaJ area. 
Nearly 40% of our suio~des were suf-
fering from physical disease. In about 
12%, physical illness was an important 
determining factor. These findings agree 
with the Chichester studies (Barraclough, 
1968; Sainsbury, 1968), where 40% had a 
concomitant physical disorder. It has been 
said that suicida:l attempts provoked by 
physical disease are more often success-
ful than those made from any other cause 
(Metropolitan Llife Insurance, 1945). 
Sa!nsbury (1955) found that 47% of 
his London suicides had a definite or 
probable mental disorder. In the more 
recent Chichester survey, a psychiatric 
diagnos'is of depression was made in 80% 
of cases. In our series, 77% of the suicides 
had ~hown. symptoms pOli!ntVJng to the 
presence of mental disorder, and at least 
half of the total number were suffering 
from a severe depression. Different 
authors quote wi:deily diffefling figures. 
Such a disparity is to be expected. The 
criteria for the presence of mental illness 
may vary between different investigators. 
A more important factor :is the adequacy 
of the data present. in the records on 
which the research is based. It is very 
proba:")le that inquests, which are more 
exhaustive in this respect, will disclose a 
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higher rate of mental disorder. 
Conclusion 
The findings reported here are in 
general :agreement with observations 
made in other European countries. In 
Malta suicide is most frequent in late-middl~ a~e and in old age, and lis commoner 
among males than females. The frequent 
association with physical illness is signifi-
cant. Symptoms of -mental illness are 
ots::rvable in the large majority of cases, 
a-nd severe depressive disorders are by far 
the most common. Some form of stress 
is encountered in about half the cases, but 
how far this factor determines the act can-
no't b? established with certainty, as 
perspectives and values so often change in 
depre'ss':on. Living alone is associated with 
increased risk. Risk is also increased for 
widowers. Slightly less than half of the 
total number had come in contact with one 
or more medical practitioners in the 
period preceding their death. The method 
chosen to accomplish the act reflects cul-
tural patterns; a change in preferences is 
beC!oming apparent. 
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Introduction 
The incidence of oral cancer is influ-
enced by a variety of recognized contri-
butory factors (Wynder 1957'). A proportion 
of these factors are national habits (Sangnvl 
1955). As a consequence the Incidence 
varies enormously from country to country 
and between different racial groups in the 
same country (Vogler 1962). 
This study, covering a four year period 
1969-1972, was undertaken with a view to 
putting 'into perspective the problem of 
oral cancer in Malta, an island with a popu-
lation of 314,216, of whom 150,598 are 
Males and 163,618 are Females (1967 
Census). 
The material was collected from the 
Maltal Cancer Registry which was estab-
lished within the framework of the De-
partment of Radiotherapy 'in 1969 and 
supported by a grant to one of us (H.M.S.) 
from the British Cancer Campaign. The 
registry collects its material from notifica-
tion of new cancer patients and cancer 
deaths to, the Health Department. (Notifi-
cation of Cancer Act 1957). This is sup-
plemented by information from the two 
pathology laboratories in the island. A 
Y2arly follow up is undertaken and ques-
tionnaires are sent periodically to consul-
tants and general practitioners asking for 
full details about new cancer patients and 
also for follow up purposes. Because of the 
small area covered it is reasonable to 
oelieve that there is less undernotification 
than jn :most other cancer registries. 
The information collected relates to 
the W.H.O. LC.D. No. 140, 141, 142, 143, 
144, 145. 
The foUowing data with regards to 
oral cancer were collected and computed:-
1. Incidence of the disease by sex, 
age and site. 
2. The stage of the disease at the 
time of presentation based on the U.LC.C. 
T.N .M. classification. 
3. Oral cancer as a percentage of the. 
